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INTRODUCTION: The colostomy is often necessary in complicated divertcular disease. The laparoscopic
colostomy is not widely used for the treatment of complicated diverticular disease. Its use in patients
with high operative risk is still on debate. The aim of this case report was to present the beneﬁts of
laparoscopic colostomy in patients with high peri-and postoperative risk factors.
PRESENTATION OF CASE: We present a case of 76-year-old female admitted to emergency unit for left
colonic obstruction. The patient had a past history of liver cirrhosis HCV-related with a severe malnutri-
tion, hypertrophic cardiomyopathy, diverticular disease, hiatal ernia, previous appendectomy. Patient
was classiﬁed according to their preoperative risk ASA 3 (classiﬁcation of the American society of
Anestesia-ASA score).
Contrast-enhanced abdominal CT revealed a marked thickening in the sigmoid colon and a marked
circumferential stenosis in the sigmoid colon in absence of neoplasm, and/or abscess. The laparoscopic
procedure is proposed as ﬁrst intention.
DISCUSSION: The operation time was 50min, and the hospital stay was 4 days. Post operative complica-
tions grade I according to the Clavien Dindo Classiﬁcation.
CONCLUSIONS: Laparoscopic colostomy is safe and feasible procedure in experienced hands. It is asso-
ciated with low morbidity and short stay in hospital and should be considered a good alternative to a
laparotomy.
© 2015 The Authors. Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction
The present case report test the role of laparoscopy in the treat-
ment of acute sigmoid obstruction caused by diverticular disease,
one of the most common gastrointestinal disease [1–3].
The indication for the laparoscopic colostomy for large bowel
obstruction caused by a diverticular disease is described [4–7]. We
describe our experience (one case) of laparoscopic colostomy in
elderly patient with poor general condition needed a emergency
surgical treatment.
2. Case presentation
We present a case of 76-year-old female was admitted to the
emergency unitwith the complaints of abdominal pain, nausea and
vomiting.
She had not ﬂatulence and no defecation had been observed
during the last four days.
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Pain was not relevead by the analgesia.
The patient had a past history of liver cirrhosis HCV-related
with a severe malnutrition, hypertrophic cardiomyopathy, diver-
ticular disease, hiatal erniawith past history of previous abdominal
surgery (appendectomy).
The patient was stable and the physical examination revealed
diffuse abdominal distension, body temperaturewas 36,4 ◦C, blood
pressure was 95/70mmHg, heart rate 120 beats/min, respiratory
rate 28 breaths/min. Routine haematological examination showed
blood cell count 8,1×10C/L, haemoglobin 12,7 g/L, platelet count
81.000mm3.
Liver function tests showed total bilirubin 7mol/L, alanine
aminotransferase 68U/L, aspartate aminotransferase 92U/L, pro-
thrombine time 50 s (11–15 s).
The serum creatinine was normal.
Contrast-enhanced abdominal CT revealed a marked thicken-
ing in the sigmoid colon with associated a marked circumferential
stenosis, no abscess and/or neoplasm (Fig. 1).
The bariumenemaconﬁrmed the circumferential stenosis in the
sigmoid colon (Fig. 2).
The explorative laparoscopy is performed.
Patient routinely receive preoperative antibiotics.
http://dx.doi.org/10.1016/j.ijscr.2015.05.006
2210-2612/© 2015 The Authors. Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).
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Fig. 1. Computed tomography abdominal scan (axial section) showed the left
colonic obstruction.
Fig. 2. Barium enema revealed a marked circumferential stenosis in the sigmoid
colon.
The surgeon stands on the right of the patient and the assis-
tant on the left. Under general anaesthesia, pneumoperitoneum
was established with closed technique using the Verres needle
(12mmHg).
The 0◦ laparoscope was introduced through a 10mm perium-
bilical port. Two additional operative trocars (5 and 10mm) were
positioned on the right side of the optical trocar.
We found a small amount of serous ﬂuid which was aspirated.
The Ileum and ceacum were dilated.
The laparoscopic adhesiolysis was performed with scissors and
a Harmonic scalpel to prevent damage to the bowel.
A sigmoid colostomy was performed using a circular stapler
(Fig. 3). The time duration of surgery was 50min. There were no
conversion to open surgery and there were no intraoperative and
postoperative complications.
The patientwasmobilized at the 2nd post operative day and the
patient was discharged at 4th post operative day.
At 15th post operative day the patient was underwent to
colonoscopy that exclude a colonic neoplasm.
There was no 30 day mortality.
3. Discussion
Laparoscopic colostomy iswidely used for the treatment of large
bowel obstruction [9–12].
Its use in patients with high operative risk is still on debate.
Fig. 3. Intraoperative laparoscopicviewof the futur colostomy(theanvil of a circular
stapling device was inserted into the proximal colon).
Laparoscopic stoma creation may be performed as an indepen-
dent intervention or as a part of complex laparoscopic intestinal
operations [13,14].
Indication for laparoscopic fecal diversion do not differ from
open surgery [13–20].
When compared with open techniques the laparoscopic
approach carries several potential advantages including a rapid
post-operative recovery, less post-operative pain, earlier restora-
tionof bowel function, lessmorbidity and shorterhospital staywith
a short delay to normal activities.
The overall morbidity of laparoscopic colostomy is low but
complications such as small bowel obstruction can be signiﬁcant
[10–12] and contributing factors such as obesity and a redundant
colon.
Today it is warranted to propose ﬁrst intention laparoscopic
procedure for elective diverticulitis sigmoidectomy, for ileocecal
resection for Chron’s disease, for derivation stomies [13–19].
It is safe, easy to teach, and can be used particularly in patient
with poor general condition.
Studies on the postoperative course of laparoscopic colostomy
in high risk patients are very scarce.
Our report describes one case of a simple technique in elderly
patient and do not represents the gold standard but a possible
alternative.
We conclude that the laparoscopic colostomy is important in
the treatment of colonic obstruction in high-risk patients and a
prospective randomized trial is desirable.
4. Conclusions
Laparoscopic colostomy is safe and feasible procedure in expe-
rienced hands. It is associated with low morbidity and short time
of hospitalization and should be considered a good alternative to a
laparotomy in multimorbid patients.
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